The ecthyma was controlled with topical antibacterial ointment and cream. In June 1986 he was treated with a week's course of flucloxacillin for severe relapse of the ecthyma and with high dose cotrimoxazole for 21 days for Pneumocystis carinii pneumonia. Atypical mycobacterium was also isolated from the sputum.
In October 1986 he complained of diarrhoea, abdominal pain, and distension. Stool culture and toxin assay for Clostridium difficile were positive.
Rectal biopsy, performed at sigmoidoscopy, showed histological evidence of cytomegalovirus and atypical mycobacterium. He was treated with vancomycin and 9-(1,3-dihydroxy-2-propoxymethylguanine) (ganciclovir; Syntax Research) for C difficile and cytomegaloviral infections respectively. He also developed ecthymatous skin lesions. As because of a fall in the white cell count (2-29x 109/l).
Two weeks after stopping the flucloxacillin he accidentally knocked his left elbow. Nine days later he became pyrexial (39°C) with a swollen, tender, inflamed left elbow. Tenderness was maximal over the olecranon, suggesting osteomyelitis. Aspiration of the joint effusion showed a predominantly lymphocytic fluid. Direct examination and culture of the fluid failed to show any bacteria as did the blood cultures. Radiography of the left elbow showed marked radiolucency in the olecranon process with rapid progression over an eighlt day period since injury ( Figs I and 2) . A diagnosis of osteomyelitis was made, and treatment with flucloxacillin and fucidic acid was instituted with prompt response, in keeping with staphylococcal infection, such that surgical drainage was not felt justified. It was concluded that the initial course of antistaphylococcal treatment for septicaemia had been inJoint involvement in patients suffering from AIDS is uncommon. Co-occurrence of Reiter's disease and HIV infection has been reported,' and fHIV had been isolated from the joint fluid. Reactive arthritis may be associated with C (lficile colitis,' and in our patient stool culture and toxin assay for C lifficile were positive three weeks before the onset of the swelling of his elbow. There were no other features to suggest co-occurrence of reactive arthritis anid osteomyelitis. The response to antistaphylococcal treatment supports the diagnosis of osteomyelitis with a 'sympathetic' effusion, possibly precipitated by trauma.
It has been shown that patients with AIDS cani have B cell in addition to T cell immune deficiencv 4 which predisposes them to both opportunistic and bacterial infections ."The recurrent S aurelis infection with septicaemia and osteomyelitis in our patient is another widening manifestation of HIV infection. The leucopenia resulting from treatmenet with gancliclovir may be an additional factor in predisposing him to the severe infection. The rapidity of the severe bony destructive change shown bvy v ray examination over eight days is unusual and in keeping with his immunocompromised status. Osteomyelitis if close to the joint may initially present as a joint effusion. This should be considered in the differential diagnosis of at 'swollen joint' in patients with AIDS. 
